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SUMMARY

Moderate correlations between health behaviors (HB) have led some researchers

to study HB one at a time and other researchers to group HB into categories de-

fined by multivariate analyses. Well-defined HB categories could eliminate the

need to study discrete behaviors by providing a basis for generalizing results

obtained in the study of a given behavior to related behaviors. This study there-

fore extended prior research regarding HB categories by examining the empirical

g "replicability of HB categories and the possible significance of categorical dis-

tinctions for explanatory models for HB.

Questionnaires deqcribing the frequency of 37 HB were completed by 191 young,

male volunteers who also completed a multi-dimensional health locus of control

(MHLC) questionnaire and measures of the perceived severity and probability of

each of 11 illnesses. The HB were factor analyzed by five methods and cluster

analyzed to determine HB categories. Pearson product moment correlations de-

scribed the association between HB and MHLC and rated severity and probability of

illness.

Four HB categories were 'entified: (1) "Health Hazards Avoidance" included

behaviors that reduced the risk of illness by minimizing exposure to environmental

conditions or behavioral requirements which might overtax the body's adaptive

capacity. (2) "Risk Taking" included behaviors which increased the risk of acci-

dental injury, primarily due to driving habits. (3) "Preventive Behaviors" in-

cluded preventive use of health professionals' services and actions to reduce risk

of accidents (e.g., repairing hazards around the home). (4) "Health Hygiene"

included behaviors which represented attempts at positive health promotion (e.g.,

exercise, weight control).

"Health Hazards Avoidance" and "Risk Taking" were not significantly related

to MHLC scores, perceived susceptibility to illness, or perceived severity of

illness. "Preventive Behaviors" and "Health Hygiene" behaviors were associated

with higher rated severity of illness, higher confidence in health care pro-

viders, and lower beliefs that chance or fate determine health outcomes. High

scores on "Health Hygiene" were also associated with stronger beliefs in personal

control of health outcomes.

With appropriate allowances for interstudy differences in the sets of HB

studied and the analysis procedures employed, the HB categories identified in this

study were co. ;istent with prior research. The HB categories also corresponded
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reasonably well to conceptual distinctions between preventive health behaviors

("Preventive Behaviors"), at-risk behaviors ("Health Hazards Avoidance" and "Risk

Taking"), and wellness behaviors ("Health Hygiene"). Distinguishing between these

subcategories of HB appears to have significance for the development of explanato-

ry models for HB because different patterns of association to health beliefs were

found. At this time, the cumulative evidence for HB subcategories is sufficient

to shift research attention from exploratory studies to determine whether such

subcategories exist to confirmatory hypothesis testing to refine the conceptual

distinctions between categories, establish their boundaries with greater preci-

sion, and determine how each category is linked to health motivation and other HB

determinants.
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INTRODUCTION

Health behaviors can be broadly defined as actions undertaken to maintain or

improve health (Kasl & Cobb, 1966; Harris & Guten, 1979). Because an ounce of

prevention is better than a pound of cure, health behaviors should be encouraged.

However, programs to increase the frequency of health behaviors will be effective

only if they are based on an adequate understanding of what health behaviors are

and why they occur more frequently in some people than in others. One issue in

the study of health behaviors is whether health behaviors can be grouped into

meaning-full categories which will help promote such understanding (Green, 1970;

Harris & Guten, 1979; Langlie, 1977; Tapp & Goldenthal, 1982; Williams and

Wechsler, 1972; 1973). This paper explores this issue by attempting to replicate

prior empirical categorizations of health behaviors and oy relating the resulting

categories of health behaviors to measures of health beliefs.

The appropriate level of aggregation for health behaviors is an issue because

sp-cific health behaviors are only moderately intercorrelated, leading some inves-

tigators to regard health behaviors as essentially independent and others to the

position that one or more general health behavior categories or dimensions exist,

each encompassing several behaviors (Green, 1970; Harris & Guten, 1979; Langlie,

1977; Steele & McBroom, 1972; Tapp & Goldenthal, 1982; Williams & Wechsler, 1972;

1973). Defining general categories or dimensions of health behaviors could im-

prove our understanding of health behaviors if categories can be identified which

are comprised of behaviors with similar causes within a group and different causes

between groups.

Available evidence suggests that multiple health behavior categories are

appropriate, but does not provide a satisfactory basis tor defining specific cate-

jor Lre. When a range of health behaviors are included ir. a single study, analyses

:on;imtently produce evidence of multiple factors orflusters. However, the only

he Ith behavior category that has clearly, cons tent y !'I,- i t, In pro'ioas

research has been prevent ivo utilization of the :;( i). of hea!-!, piotessional,;.

Thus, ther,! is some uncertainty regarlini hew nan, , list .. ,it:. tn. a,-v

categL ories can 1.ie idontitf ed. Until more ivI,.n , AV I, I .. , It I

that the mult Iv-trlat' analyo;f nr-tp l, ; '.1,1' , ' j- .1. p t -

the ns of assoc jt Ion that )c(7l2.I red ty chr ' -' , .
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Gre,n, 1984) Therefore, al though the cluster analytic categor ies may ult imatt.l]

prove ineffu for rel ining ihealth behavior concepts, the following discussion fo-

c u ri th,, I anto al yt ( catejor ies defined iln this study.

iTak I.g met hodoiog Cal d i L f eIences into account , the . actor ana.vse; in toLs

st : d i i i tJ t-o- eu 1pi r ica 1rly replicable, theoretically m-an n f L i

OC 0 
, 

,go r 10 (, I I b th ,nav ior "lealth Hazards Avoidance" includes he;..ivio r

thait fLtCe' toe rI.K 0i illness by minimizing exposure to environmental condi-

rrtins or behavti)ral requirements which might overtax the body's adaptive capacity.

Trh, rep] icati I ity ot this category wan evident in the fact that it comnined most

,) iaria and Guten's (1979) "Health Practices" cluster with their "Environmental

ilazrds Avoidance" cluster , but clearly emphasized the forier. The conceptual

1 3 nr: icance of "Health Hazards. Avoidance" derives from its similarity to the

<CCCCt. of "at-riak behaviors," i.e., actions taken by healthy individuals to

x.linimhL/. toe probability of developing a specific health condition (Kolbe, 1983).

"Preventive Habits" included the use of healtn professionals' services and

I,,o!ns to reduce the risk of accidents (e.3., repairing hazards around the home).

o i: category combined Harris and Guten's (1979) "preventive health care" and

S;.ietv practices" clusters. This category also included both marker variables

1. iiiams and Wechsler's (1972; 1973) "checkup" factor. Langlie's (1977) iden-

i .! isation of an "indirect risk" factor consisting of similar behaviors provides

I t !ei evidence of the empirical consistency of this category. Conceptually,

"i'x.:ventve Habits" correspond to "preventive health behaviors," i.e., actions

a-en nty healthy individuals to prevent illness or detect it while in an asymp-

tomaitc state (Kolbe, 1983).

"Risk Taking" included behaviors which increased the likelihood of accidents,

pr itar ily torough r sky driving habits. This category corresponded to Williams

tri wcnaler'.; (1972; 1973) factor of the same name. A similar factor represent-

i:13 a a)mewhat broader range of activities was identified by Tapp and Goldenthal

, 1,46) . Conceptually, "Risk Taking" could represent the negative aspect of "at-

S-,K b"ehaviors." However, if this equation were made, it would be reasonable to

a:'. wh! "Risk Taking" and "Health Hazards Avoidance" did not form a single bipolar

tlmen:;ln. Perhaps the emphasis on driving behavior produced a highly specific

rt taking factor that is nut representative of general risk taking tendencies.

W WI'C t,,t tr sampling of these tendencies, "Risk Taking" might merge with "Preven-

t iv, Halt t " to form a bipolar health behavior category. However, Tapp and

-9-
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Goldenthal (L9 82 dId rsot f !r, this to t, t Sar case -nd the. correlation between

thes io e tba V lo t copuI t'. 11 t tic I t ud
1 

id t d idr thipsib 'iy

The " tic I t Ii ly'j Ionc" ca teu: y was m, d i f cu It t o eva 1 ua te than the uther

categor i,.s. The tenav or ,ormanj this categor y may indicate concern; for pos -

tive health proinotion [0.g. , exercise, weight control) , but also inclidea beihav-

rors suc;. a; "live by eligious principles " which are riot easily interpreted as

indicating such concerns. Initially, the factor was accepted as meaningful be-

cause ioth markers for Williams and Wechsler's (1972; 1973) second factor were

assigned to this category. However, both Harris and Guten (1979) and Tapp and

Goldernttal (1982) produced findings which combined "Health Hygiene" behaviors with,

"Iealth Hazards Avoidance" behaviors. The decision to retain "ilealti Hygiene" as

ia separ atr behav ior category was supported by the finding that the "Health Hy-

gier;," comrpsite was significantly related to health beliefs, but "Health Hazards

Avoidance" was not. Further justification for a separate "Health Hygiene" catego-

rY I; provided by the correspondence between "Health Ilyciene" and the concept of

"weiln e.js ehaviors," i.e., action.z undertaken by healthy individuals to attain

even l.e~tter health. The "Health Hygiene" category probably has been poorly de-

I 11 1 Lin prior research because the health behaviors studied have included few

inst ance-s of we Llness behavior.

'rt. associations between health beliefs and the health behavior composites

uLtrted the importance of the conceptual distinctions implied by the compos-

i. This study demonstrated at least two, and possibly three, distinct patterns

of association between health behavior subcategories and health beliefs. Other

tudes .ave shown similar trends (Guten & Harris, 1979; Langlie, 1977), but it is

kmpossile to say whether specific patterns of association nave been replicated

acros.s studies because of interstudy differences in the health behaviors studied

and/or the operationalization of particular health beliefs.

Although extensive interpretation of the health belief-health behavior asso-

ciations would he premature until these findings have been replicated, two points

are noteworthy. First, it is unlikely that general health beliefs will provide a

:.abstantil bas-is for explaining health behaviors. Findings reported by other

r:searc0:r sujggest triat the weak associations described here may be representa-

t ilj,. of the explanatory power of health beliefs relative to health behaviors

S(,l.g., Har ri; Gaton, 1979; Langlie, 1977; Winef ild, 1982; Wallston & Wal Iston,

[9ni; 3e' :,,In & :.;,-man, l<juj; Allen & Taylor , 1984) . lutu . <search tn' ebb

- 10-
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should explore means of improving the prediction of health behaviors, e.g., by

considering additional conceptual models (Allen & Taylor, 1984), including meas-

ures of health values (Wallston & Wallston, 1981), and incorporating methodologi-

cal modifications such as increasing the behavioral specificity of the health

belief assessments.

The second noteworthy point was that the absence of significant correlations

.etween health beliefs and the "Health Hazards Avoidance" and "Risk Taking" com-

posites was a reminder that behavior which affects health is not necessarily moti-

vated by health concerns. For example, performance of the behaviors in the

"Health Hazards Avoidance" category could indicate a liking for physical and psy-

chological comfort rather than a concern for health. This point is important

because health motivation is part of the accepted definition of health behaviors

(Kaf;l & Cobb, 1966; Harris & Guten, 1979; Kolbe, 1983). Given this definition,

trere would be reason to question whether "Health Hazards Avoidance" and "Risk

Taking" can be classified as "health behaviors." One implication of this observa-

tion is that a re-examination of the definition of health behaviors may be in

order. Another implication is that non-health motives should be considered for

inclusion in health behavior studies to improve the prediction and understanding

of behaviors such as "Health Hazards Avoidance" and "Risk Taking."

The findings of this study, combined with other available evidence, indicate

th-t an intermediate level of aggregation for health behaviors is feasible and

appropriate. At present, the categories for such aggregation are ill-defined, but

there is sufficient convergence of available findings to illustrate that identify-

ing empirically replicable, theoretically meaningful categories is a reasonable

research goal. The emphasis in health behavior research should therefore shift

from exploratory studies assessing the feasibility of identifying such categories

to confirmatory studies designed to improve the delineation of the number of cate-

gories, their behavioral boundaries, and their place in a general model of health

behavior.

The preceding discussion of available findings mentioned several gray areas

in the current conceptualization of health behaviors that can be addressed in

future studies to achieve the above ob ectives. These gray areas include the

breadth of the domain of at-risk behaviors, the possibility that underrepre-

sentation of wellness behaviors has influenced the available findings regarding

the number of health behavior categories, an apparent bias toward sampling primar-

-11-



V 1' '1* t/ &1V ',,l ~t po t t i Ai I y hLipol1a r he aIt h beh)a v io r d imen -

I, n . a ppe ar ui~i n ir)) I t , .:I Ii , tj t tt " ieaIt h Ha za rd(s Avo idance' behav-

I si L( nu t fit tva 1 ,,A I:Cin Thes-ie g r ay ar eas suggest poss iblt-

C .'.pothe:- -- to .ii f~t t it ri e a c h w ithI systematic sampling of health

12nvi'tnand anai;- I I.> Man .t2r rntt factor analysis (Gorsuch, 1983, pp.

i 7- 14 t o te t e -fin; t it ltwtee-n ltierrnt ive hypotheses and the data.

-I ft ti 011; ~ ' :'t'id it,! to test ingj explicit hypotheses should accelurate:

I t. , ,,")pil.t -n1t )t t xplanLito~ m rio ,is whicri can be used to prediic t health behav-

-; :; i to ivl pr',jr ama1 to modi fy those behaviors when they are maladaptive.
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